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Introduction
Fibrous dysplasia (FD), a chronic disease in which fibrous tissue replaces normal bone, was first observed by Lichtenstein in 1938 (1, 2, 3, 4, 5) . Mutations in the α-stimulating activity polypeptide 1 gene (GNAS1), which encodes a guanine nucleotide-binding protein, lead to the development of FD (2, 6) . Monostotic FD affects a single bone, whereas polyostotic FD affects multiple bones (7) . McCune-Albright syndrome also presents with polyostotic FD, as do endocrine disorders and cases of abnormal skin pigmentation (6) . Monostotic FD occurs more frequently than polyostotic FD and is typically asymptomatic (2, 8) . In the maxillofacial region, the mandible and posterior maxilla are the most frequent locations of FD (9) . In this article, we aim to report on the case of a patient with monostotic FD who was treated using a conservative contour correction approach.
Case Report
A 50-year-old female patient was referred to the Department of Oral and Maxillofacial Surgery, Faculty of Dentistry Istanbul University for evaluation of the right edentulous maxillary alveolar crest. Other than hypertension, the patient had no significant medical history, and no pathology was observed during the extraoral examination. Intraoral examination revealed expansion of the alveolar crest in the right edentulous premolar-molar area. Panoramic radiographs revealed the loss of trabecular structure and a ground-glass appearance between the right first incisor and second molar ( Figure 1 ). Computerized tomography (CT) confirmed the ground-glass appearance, and revealed the horizontal expansion of the crest in the premolar -molar area ( Figure 2 ). A biopsy sample was obtained from the lesion, and histopathologic analysis revealed irregular immature bone trabeculae in the fibrous stroma ( Figure  3 ). Bone scintigraphy revealed that the lesion was monostotic and is limited to the right maxillary region (Figure 4) . Surgery was performed using 2 ml articaine hydrochloride/epinephrine (Maxicaine ® ; VEM, Turkey) as the local anesthetic. A crestal incision originating at the right maxillary canine and extending to the right maxillary second molar was made, and a full-thickness mucoperiosteal flap was elevated. Contour correction of the alveolar crest was performed using a stainlesssteel drill, and soft-tissue reduction was also performed. Amoxicillin/clavulanic acid (Augmentin-BID ® , 1,000 mg; GlaxoSmithKline, England) and naproxen sodium (Apranax ® Fort, 550 mg; Syntex Corporation, USA) were prescribed for twice-daily consumption. Sutures were removed 7 days after surgery. Following surgery, the patient attended routine follow-up assessments. After 1 year, buccal and palatal expansion of the lesion was observed ( Figure 5 ). Panoramic radiographs obtained at that time were found to be similar to those obtained initially ( Figure 6 ). A second operation was performed (Figure 7) , after which the patient continued to attend routine follow-up assessments. 
Discussion
FD accounts for 7% of all benign bone disorders (2, 7, 9) . As FD involves the replacement of cancellous bone by fibrous tissue, it is classified as a disorder and not a tumor (8) . Some investigators have suggested that FD is more prevalent among females, whereas others have shown similar prevalence among males and females (2, 9) . The symptoms of FD vary according to the bones that are affected; however, the most common symptom is the presence of a slow-growing painless swelling (5, 10, 11) . Facial deformities, pain, headache, and visual or olfactory impairment are other symptoms of FD affecting the craniofacial bones (11) . Typically, monostotic FD appears during the second or third decade of life and is passive (12) . Most FD lesions in the craniofacial region are unilateral (2), as was observed in this study. Radiographs revealed that the FD in our patient had a ground-glass appearance. The appearance of FD depends largely on the stage of the lesion, with early-stage lesions appearing radiolucent or mottled and late-stage lesions appearing sclerotic (10, 13) . CT or cone-beam CT images are generally used to determine the extent of FD in the craniofacial region (6) . FD lesions typically mature and stop progressing after adolescence; however, for aesthetic reasons, surgery remains necessary (6, 7) . Scintigraphy, which measures the radioisotope uptake of lesions, is a practical approach for the determination of whether FD is monostotic or polyostotic (14) . Mutations in the GNAS1 gene result in FD. When mutations occur in undifferentiated stem cells during early embryogenesis, FD causes altered skin pigmentation or endocrine disorders. When mutations occur in skeletal progenitor cells, FD lesions develop in multiple bones. The treatment options for FD include conservative shaving, surgical removal, and bisphosphonate treatment. Lesion regrowth after surgery occurs in 25-50% of patients, and although FD lesions may stop growing after skeletal maturation, some lesions continue to grow slowly (8, 10) , necessitating follow-up assessment. 
Conclusion
Lesions with unilateral involvement and a groundglass appearance should signify FD to clinicians. Additionally, because 50% to 90% of craniofacial FDs are polyostotic, patients with these lesions must be assessed to identify the involvement of other bones or for the presence of endocrine disorders.
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